The government of Nepal revised its law in 2002 to allow women to terminate a pregnancy up to 12 weeks gestation for any indication on request, and up to 18 weeks if certain conditions are met. We evaluated the readiness of facilities in Nepal to provide three abortion services, manual vacuum aspiration (MVA), medication abortion (MA) and post-abortion care (PAC), using the service availability and readiness assessment (SARA) framework. The framework consists broadly of three domains; service availability, general service readiness and service readiness specific to individual services (i.e. servicespecific readiness). We applied the framework to data from the Nepal Health Facility Survey 2015, a nationally representative survey of 992 health facilities. Overall, we find that access to safe abortion remains limited in Nepal. Of the facilities that reported offering delivery services and were thus eligible to provide safe abortion services, 44.5, 36.0 and 25.6% had provided any MVA, MA or PAC services, respectively, in the 3 months prior to the survey, and <2% were 'ready' to provide any abortion service based on our application of the SARA criteria for service-specific readiness. Among only the facilities that reported providing an abortion service in the 3 months prior to the survey, 3.2% of facilities that provided MVA, 1.5% of facilities that provided MA and 1.1% of the facilities that provided PAC had all the components of care required. Although the private sector conducted approximately half of all abortion services provided in the 3 months prior to the survey, no private sector facilities had all the abortion service-specific readiness components. Results suggest that accessing safe abortion services remains a significant challenge for Nepalese women, despite a set of permissive laws.
Introduction
Safe abortion is a critical component of reproductive health services, and implementing more liberal abortion policies can lead to reductions in maternal mortality and morbidity associated with unsafe abortion (Stephenson et al. 1992; Singh and Ratnam 1998; Briozzo et al. 2016; Matía et al. 2016) . Recognizing the importance of safe abortion access, the government of Nepal revised its law in 2002 to allow women to terminate a pregnancy up to 12 weeks gestation for any indication on request (Government of Nepal 2002) . This amendment also legalized the termination of a pregnancy up to 18 weeks if the pregnancy is a result of rape or incest and at any gestational age if the pregnancy poses a danger to the woman's physical or mental health or in the event of foetal abnormality, according to a physician (Government of Nepal 2002) . Following these legal changes, the government and partner organizations scaled-up comprehensive abortion care services, with widespread efforts to train and equip physicians and staff nurses at public hospitals and primary health care centres (PHCCs) throughout the country to provide abortion services using manual vacuum aspiration (MVA) (Samandari et al. 2012; Andersen et al. 2016) .
Recognizing that safe abortion access remained limited for many women, the government legalized medication abortion (MA) up to 9 weeks gestation in 2009 and approved an associated scale-up strategy (Ministry of Health and Population et al. 2009 ). Relying on pilot study results that demonstrated the safety and acceptability of MA provision by auxiliary nurse-midwives (ANMs), this cadre of mid-level providers was subsequently allowed to provide firsttrimester MA, expanding the pool of potential providers beyond that of doctors and staff nurses (Warriner et al. 2011; Puri et al. 2015a; Andersen et al. 2016; ) . By training ANMs who had previously received skilled birth attendant or intrauterine device training to provide MA, the government of Nepal sought to expand safe abortion care (SAC) availability to health posts (HPs) and sub-HPs (Andersen et al. 2016) . As of December 2011, 881 physicians and 371 staff nurses had been trained in comprehensive abortion care, 255 ANMs had been trained in MA and there were 532 facilities registered to provide safe abortion, with at least one in all 75 districts of Nepal (Samandari et al. 2012) . Between 2005, when service provision began, and 2011, 497 804 women received safe termination of pregnancy (Samandari et al. 2012) . By fall 2012, MA had been scaled-up in all public hospitals, select private hospitals and some NGO and private clinics throughout the country, while staff nurse and ANM MA trainings had occurred in 19 districts .
Despite efforts to make comprehensive abortion care services broadly available nationwide, barriers to accessing care remain and unsafe abortion persists (Andersen et al. 2016) . Puri et al. (2016) estimate that 323 100 total abortions were performed in Nepal in 2014, resulting in an abortion rate of 42 abortions per 1000 women aged 15-49. However, 60% of these abortions were considered illegal based on being conducted by unapproved providers, which included pharmacists who may have illegally dispensed MA drugs (Puri et al. 2016) . Of the illegal abortions, 40%, or 22% of all abortions, resulted in complications that required post-abortion care (PAC) at a health facility. In addition, while pharmacies cannot legally provide mifepristone and misoprostol tablets over-the-counter, evidence suggests that this practice is widespread , and incomplete abortions from MA drugs may also result in needing PAC services. These data provide further evidence that even in situations where abortion is legal, such as Nepal, unsafe abortions still occur (Ganatra et al. 2014) .
Reasons for the continued utilization of unsafe abortion from the perspective of the client are well studied. Qualitative research has found that financial and health concerns, as well logistic challenges, are common (Puri et al. 2007 (Puri et al. , 2015 . Nepal is a predominantly rural country (83%) with limited abortion access outside urban areas, likely contributing to women's reports of transportrelated delays in seeking care (Puri et al. 2015 b) . While the policy states that abortion services should be made available to poor women at no charge in public facilities, costs associated with transportation, logistics and associated medicines and fees are still prohibitive for many women (Puri et al. 2015b ). In addition, those seeking services in the private sector must pay for the abortion procedure or drugs out of pocket. In a country with an annual per capita income of $730 (The World Bank 2017), financial constraints can play a major role in decision making around accessing abortion services (Puri et al. 2015 b) . In addition, abortion-related stigma and lack of knowledge regarding abortion legality, type, and availability of services is widespread, particularly in remote and poor areas (Bhandari 2007; Tamang et al. 2012) . Despite the legalization and scale-up of MA services, knowledge, particularly of the legal and safe period in which MA can be accessed, remains low, causing delays in seeking care that result in denial of abortion services (Tamang et al. 2012; Puri et al. 2015b) .
While lack of knowledge and poor access to services are persistent barriers to safe abortion utilization in Nepal, facility readiness, including the availability of trained providers and the necessary equipment and commodities, has also not been fully addressed. Ensuring access to quality services and care is a primary function of a health system; improving service availability and readiness are initial and necessary, though insufficient, steps towards achieving this primary function. The service availability and readiness assessment (SARA) framework consists broadly of three domains; service availability (i.e. availability of specific services offered at facilities), general service readiness cross-cutting various service areas, and service readiness specific to individual services (i.e. service-specific readiness) (World Health Organization 2013). The importance of service availability and readiness is recognized as a critical component of providing high-quality care.
There have been several recent assessments of service readiness using the SARA framework that focus on reproductive, maternal, newborn and child health (Sipsma et al. 2012; Jackson et al. 2015; Andriantsimietry et al. 2016; Diamond-Smith et al. 2016; Winter et al. 2016) , including investigations of its association with health care utilization and outcomes (Wang et al. 2015; Leslie et al. 2016) ; however, we were only able to find a single study from 10 years prior that addressed abortion-specific service readiness in Ghana (Aboagye et al. 2007) . Despite Ghana having one of the most liberal abortion laws on the sub-continent at the time, researchers found that among the 90 public health facilities surveyed, only one quarter offered PAC, 13% offered legal abortion services and only 8% of primary health facilities had one or more functioning MVA kits.
Similar abortion-related service availability and provision metrics have been developed and used in various contexts (Healy et al. 2006; Vlassoff et al. 2012; Chaturvedi et al. 2015) . The earliest of this work applied the UN Guidelines on emergency obstetric care (EmOC) signal functions to SAC (Healy et al. 2006) . Researchers established basic and comprehensive SAC indicators, which were comprised of three elements: safe-induced abortion for all legal indications, treatment of abortion complications and provision of post-abortion contraception. This approach has been applied in a number of countries (Belton et al. 2009; Otsea et al. 2011; Abdella et al. 2013; Huda et al. 2015) and was more recently modified to distinguish between termination of pregnancy and PAC at the basic and comprehensive level (Campbell et al. 2016) . Most recently investigators used the SAC signal functions approach to assess progress with regard to the availability and provision of safe abortion services in Ethiopia (Dibaba et al. 2017) . In contrast, application of the SARA framework focuses on the availability of each component necessary to successfully perform a termination of pregnancy, by methodology, or treatment of incomplete abortion. Application of SARA allows for a more detailed assessment of abortion service readiness than in prior studies.
The extent to which facilities are able to and actually do provide abortion services is important to understand and can inform the need for additional scale-up efforts. To our knowledge there has been no investigation at a national level of the availability of abortion services in Nepal beyond the initial abortion scale-up monitoring, and there has never been an examination of the extent to which eligible facilities are ready to provide comprehensive abortion services, including MVA, MA and PAC. This analysis applies the SARA framework to examine abortion service provision in Nepal using nationally representative health facility survey data. . As in the SPA, the NHFS 2015 collected data on the following: general readiness of facilities to provide essential services; availability of individual services; readiness to provide specific individual services available at facilities (i.e. whether components considered essential for quality service provision were present and functioning); and quality of actual service provision for three selected services (sick child care, family planning and antenatal care). Four standard SPA questionnaires were used: facility inventory-utilizing the SARA, a globally harmonized questionnaire (O'Neill et al. 2013; World Health Organization 2013) ; health worker interviews; consultation observation protocols; and client exit interviews. In addition, public facility management committee members were interviewed to collect data on public facility management and operations.
Methods

Data
A total of 992 facilities were sampled from over 4700 facilities in a master facility list maintained by the Ministry of Health. The resulting data are nationally representative when weighted. Based on the distribution of facilities by type, the survey sample included a census of certain facility types (i.e. government hospitals, private hospitals with 100 or more inpatient beds and Public Health Care Centres) and a sample of the remaining facility types (i.e. HPs, private hospitals with at least 15 beds but fewer than 100 beds, standalone HIV testing and counselling sites and Urban Health Centres). In each facility, a systematic sample of up to eight health workers was selected. Eligible providers were those who were present in the sampled facility on the day of survey and who provided services assessed in the survey. In facilities with less than eight providers, all providers were interviewed. In facilities with more than eight providers, the sample first included those whose consultations were observed and then a random sample of the remaining providers. Further information on provider sampling is available elsewhere (Thatte and Choi 2014; Ministry of Health Nepal et al. 2017) .
A unique aspect of the NHFS, departing from the standard SPA methodology, was to collect service availability and readiness data regarding abortion services as they are included in the universal health care policy in the country (Ministry of Health Nepal et al. 2017). All facilities providing delivery services are conceivably capable of providing abortion services, based on provider training and equipment requirements, thus the abortion-related equipment, commodities and training questions were asked of facilities (and relevant providers within those facilities) that indicated they provided delivery services (Ministry of Health Nepal et al. 2017). In the facility inventory, among all facilities offering delivery services, facilities were asked: if they provide comprehensive abortion care (CAC) 1 by MVA or MA; if they have the commodities and equipment required to provide safe termination of pregnancy; if they have the ability to conduct relevant laboratory tests; and if they have the guidelines for abortion services (which are embedded in the delivery guidelines). In addition, availability of the MA combi-pack was assessed among all facilities as part of the general medicines and commodities section. Finally, in the health worker interview, additional questions were asked to obtain information on in-service training related to MVA and MA. Similar questions on PAC 2 are standard in SPA surveys and thus were also included in the NHFS. Data collection was carried out between April and November 2015, with a 6-week fieldwork interruption due to an earthquake. De-identified data files are available for the public under the DHS Program, upon request and approval.
Measurement and analysis
For this investigation, it is important to note that all abortion service questions were asked only of facilities that reported providing maternal delivery services. Thus, first we present the proportion of all facilities that reported providing delivery services, by background characteristics; background characteristics include facility type, managing authority and region. HPs do not provide MVA, thus the denominator for calculations related to this service was smaller than that of MA and PAC in subsequent analyses.
Service availability is conventionally measured using information on whether a facility provides a specific service. However, the NHFS did not include abortion-specific service availability questions. Therefore, we calculated the percent of facilities that reported providing each abortion service-MVA, MA and PAC-in the 3 months prior to the survey. These percentages are likely lower than the availability of abortion services measured using the conventional definition. Among facilities that reported providing a given abortion service in the past 3 months, we then investigated the distribution of these facilities by background characteristics.
To assess the service readiness with regard to MVA, MA and PAC, we estimated the proportion of facilities that reported providing delivery services, regardless of provision of abortion services in the last 3 months, that had all of the necessary items within the five service readiness components (i.e. guidelines, equipment, commodities, laboratory tests and trained staff). These estimates are presented by abortion service and background characteristics. A facility was considered to have a given item if it was observed, or reported to be present and operable (in the case of equipment) or valid (in the case of medicines) at the time of the survey. We present the percent of facilities that had individual items within each of the component categories, in addition to the percent that had all equipment, all commodities, all laboratory tests, all equipment and commodities and all components. It is worth noting that service readiness in the context of MA involves only four components, as no equipment is required. Readiness was assessed among all facilities providing delivery services, since they are eligible and should be able to provide safe abortion services even if there were no abortion services offered in recent months. However, we further assessed readiness among only facilities that had provided abortion services in the past 3 months, in order to determine any different level of readiness among those facilities. Thus, we present the proportion of the facilities that had all the service readiness components among facilities that reported providing delivery services, as well as among facilities that provided each abortion service in the 3 months prior to the survey.
All analyses were conducted using Stata version 14.1. Percentages presented in all tables were weighted to account for the sampling design in order to produce representative estimates at the national and sampling domain level; the number of facilities are unweighted unless otherwise indicated. Note that the NHFS final report presents weighted numbers of facilities in the tables. Table 1 presents the percentage of facilities in the NHFS that provided delivery services by background characteristics. The facilities that provide delivery services are those that would be eligible to provide abortion given the equipment and personnel training required. In total, 60.0% of facilities surveyed offered delivery services, with similar percentages of public and private facilities offering these services. There was almost universal provision of delivery services provided at district-level hospitals and PHCCs, but only slightly more than half of HPs offered any delivery services (55.0%). The percentages offering delivery services were highest in the Mid-Western and Far-Western regions of the country (87.1 and 84.1%, respectively), while approximately half of facilities in the remaining three regions offered delivery services.
Results
In Table 2 , we show the percentage of facilities that reported offering MVA, MA and PAC in the past 3 months among those that offered delivery services (Table 1) , by background characteristics. As HPs are not able to offer MVA services, they were excluded from the denominator for this service. Overall, 44.5% of health facilities that offered delivery services had provided MVA in the 3 months prior to the survey; 25.6% provided MA and 36.0% provided PAC. Higher-level public facilities (e.g. zonal and district hospitals) were the most likely to provide any of the services and lower level facilities the least likely (e.g. PHCCs and HPs). Compared with public facilities, a greater percentage of private facilities provided any abortion services in the 3 months prior to the survey.
By type of abortion service, PHCCs were the least likely to offer MVA services (22.7%), but they were more likely than private hospitals to provide MA (46.9 and 37.9%, respectively) and equally likely as private hospitals to offer PAC (43.9%) ( Table 2 ). There is little regional variation-fewer than 50% of facilities in all regions provided MVA, with the exception of Far-Western (61.8%). Onethird or fewer of all facilities in all regions provided MA, with the Far-Western region having the lowest proportion of facilities having provided the method (13.8%). Mid-Western had the lowest proportion of facilities offering PAC in the 3 months prior to the survey at (30.5%), but this is not markedly different than the region with the highest percentage of facilities offering PAC (Eastern at 43.0%).
The background characteristics of facilities that provided each type of abortion service in the 3 months prior to the survey varied significantly depending on the type of service; these results are presented in Table 3 . While private hospitals accounted for 51.1% of facilities that provided MVA in the past 3 months, they accounted for only 17.9% of all facilities that provided MA and 14.7% of those that provided PAC. HPs, the lowest level public health facility surveyed, accounted for half of the facilities that provided MA and 61.3% of the facilities that provided PAC. Public facilities made up a significantly greater percentage of facilities that provided MA and PAC (82.1 and 85.3%, respectively) than facilities that provided MVA (48.9%). Among facilities that provided MVA, MA and PAC, more were in the Central region than elsewhere (39.3, 26.6 and 25.7%, respectively) while <10% of facilities that provided MVA and MA were in the Far-Western region. Service readiness among facilities that offered delivery services is shown in Table 4 . Among all facilities that offered delivery services, and thus are potentially eligible to provide abortion services, fewer than 10% had the associated guidelines. Among facilities that are eligible to provide MVA, 48.0% had all the equipment necessary to provide the service, with 62.0% reporting an operable MVA kit available. Facilities had on average 5.9 of the seven equipment items required for MVA. While the same materials are necessary to perform PAC, only 23.8% of facilities that offered delivery services and were thus eligible to provide PAC had a working MVA kit and 19.0% had all the necessary equipment. Commodities were similarly largely unavailable on the day of the survey (Table 4) . While 59.4% of facilities that provided delivery services had all the commodities required for MVA provision, the corresponding percentages were only 41.3 and 15.2% for PAC and MA, respectively. Only 25.6% of facilities that could offer MA had a combi-pack available on the day of the survey. Laboratory readiness was high among facilities that could provide MVA (87.8%), whereas capacity to administer urine pregnancy, haemoglobin or blood grouping (Rhogam) tests was low among facilities capable of providing MA and PAC (32.9%). Onethird of facilities or less had at least one provider who had ever received in-service training on MVA, MA or PAC (34.0, 28.0 and 29.9%, respectively) and 10-14% had at least one provider who received in-service training in the previous 24 months.
Taken together, only 1.6% of facilities that were eligible to provide MVA had all the guidelines, equipment, commodities, laboratory capacity and trained staff necessary to do so. Less than 1% had the required service readiness components for MA and PAC (0.5 and 0.4%, respectively). When provider training, laboratory capacity and guidelines were not included, 36.5, 15.2 and 11.5% of facilities had all the equipment and commodities on hand to provide MVA, MA and PAC, respectively. Despite fewer than 2% of facilities having all components necessary to provide high quality abortion services, 44.5, 25.6 and 36.0% of facilities had provided MVA, MA or PAC in the previous 3 months, respectively (Table 4) .
In Table 5 , we present the percentage of facilities proving delivery services that had all the service readiness components required for MVA, MA and PAC by background characteristics. In general, higher-level facilities were more likely to have all the necessary components, with 11.1, 11.1 and 22.2% of zonal and above hospitals having all the required service readiness components for MVA, MA and PAC, respectively. Public facilities were more likely to have all the required components whereas no private facilities met these criteria for any of the abortion services. By region, facilities in the FarWestern (5.9%) and Mid-Western (5.6%) regions were most likely to have all the readiness components for MVA, whereas at most 1.1% of facilities in any of the regions possessed the required service readiness components for MA and PAC. Table 6 presents similar information to that in Table 5 , but restricted to facilities that reported providing abortion services in the 3 months prior to the survey. The estimates were typically slightly higher than those observed in Table 5 , but abortion service readiness was still low; only 3.2, 1.5 and 1.1% of facilities that reported providing MVA, MA and PAC in the 3 months prior to the survey had all the service readiness components, respectively. Again the zonal and above hospitals had the highest levels of service readiness at 12.5, 14.3 and 22.2% for MVA, MA and PAC, respectively. Although public facility readiness was low, no private facilities had all service readiness components for any abortion service. Similar to results among all facilities that provided delivery services, FarWestern (9.5%) and Mid-Western (7.7%) regions were most likely to have all the readiness components for MVA. Service readiness was low for other regions with regard to MVA and for all regions with regard to MA and PAC.
Discussion
Overall, we find that access to safe abortion remains limited in Nepal despite significant efforts to ensure the provision of safe abortion services (Andersen et al. 2016) . Of the facilities that offer delivery services and are thus eligible to provide safe abortion services, fewer than half provided MVA, 36% provided PAC, and only a quarter provided MA in the 3 months prior to the survey. Among facilities that could provide abortion services, most were not 'ready' based on our application of an established set of criteria for servicespecific readiness. As others have found, availability of services varies by region (Andersen et al. 2016) . In addition, we find that there is a low degree of facility readiness with significant variation by type of facility, region and type of abortion care. Readiness for MA and PAC appears worse than MVA, but this is largely because MVA services are not available at HPs and thus there are fewer eligible facilities. Results suggest that accessing quality safe abortion services remains a significant challenge for Nepalese women, despite a set of permissive laws that enable women to utilize safe abortion services. This may be why many women still rely on medications obtained from pharmacies to induce abortions (Rocca et al. 2013) .
These results corroborate findings from similar abortion service availability and readiness research conducted elsewhere. In Zambia, researchers determined that only 30% of facilities could potentially offer basic termination of pregnancy services, whereas only 3.7, 2.6 and 0.3% (four facilities) could potentially offer comprehensive termination of pregnancy services, basic PAC services and comprehensive PAC services, respectively (Campbell et al. 2016) . Even in Ethiopia, more than a decade since liberalization of the abortion law, access to comprehensive safe abortion services remains limited at only 38% of the recommended level (Dibaba et al. 2017) . While many countries, Nepal included, have made substantial progress with regard to the circumstances under which women can legally seek safe abortion and the availability of abortion and PAC services, it is apparent that current efforts to ensure access to appropriate services are inadequate.
There are three key limitations of the data. First, while the measures of readiness we apply in this analysis are the basics needed for abortion provision, the data were collected in the context of delivery service and the NHFS was not designed to measure the services against these criteria among facilities providing abortion services. Second, it is possible that some facilities that did not provide delivery services did provide abortion services, but they were skipped out of this set of questions in the NHFS. Relatedly, the NHFS provider sampling, adopting the approach used in the SPA, is complex and is not necessarily representative of all health workers as it focuses on providers who were involved in the family planning, antenatal care and child health observations; providers who did abortion-related care may have been omitted in a large facility (Thatte and Choi 2014; Ministry of Health Nepal et al. 2017) . However, this concern is minimized by the fact that in most sampled facilities there were less than either providers, thus all would have been surveyed. Lastly, the percentage of facilities with all equipment is likely lower as we did not, and in some instances could not, factor in whether a facility had all sizes or types of a given piece of equipment (e.g. speculums) even though a range of sizes is typically used. We also were unable to assess availability of tenaculum, a tool used in MVA and PAC services, thus equipment readiness estimates are likely overestimates. In addition, there are a few important considerations when interpreting the results. Availability and readiness estimates presented are based on the 60% of facilities that reported providing delivery services. As such, the level of abortion service availability and readiness in the country is even lower when examined among all facilities. Another consideration is the fact that readiness is only the input; the process (e.g. adherence to clinical guidelines) can be low, even in facilities that are 'ready'. For example, <50% of pregnant women were tested for anaemia during their antenatal care visits, even though this test is part of antenatal care guidelines and the facilities had the capacity to conduct anemia tests. (ICF International 2014) . Lastly, although pharmacies are not legally allowed to provide MA drugs over the counter, data suggest that women frequently use pharmacies to obtain MA drugs . As pharmacies were not included in the survey, we were unable to assess the availability of MA through these outlets, which may be a significant source of abortion for women.
Despite these limitations and considerations, there are a number of strengths to this study. To our knowledge, this is one of the first studies to evaluate the abortion service availability and readiness in a setting that recently legalized abortion. Based on the data presented, it is evident that regardless of the liberal abortion law, accessing safe abortion services continues to be difficult with few available facilities ready to provide high-quality services. Additionally, measuring the 'readiness' allowed us to provide data on quality of care for abortion services, though limited to the structural dimensions, which is typically not available in routine health information systems data.
Significant efforts are still required to expand MVA, MA and PAC services across all eligible facility types in both the public and private sector and across regions in Nepal. In particular, PAC is a life-saving package of services that should have been much more widely available even before the change in the law (Grimes et al. 2006) . It is imperative that facilities be able to adequately address abortion-related complications even as the government and private sector work to improve safe abortion availability and health system infrastructure more broadly in coming years. With regard to other recommendations for improving safe abortion access, the government could consider accrediting rural sub-HPs as research has found that nurses and ANMs can safely provide MA in the absence of physician supervision at these facilities . Research has also demonstrated that pharmacists can provide correct information and dosages of MA drugs, thus the government of Nepal could safely expand abortion services to the most underserved women by training pharmacists and thus legitimizing their existing role in MA provision . Lastly, communityhealth volunteers can serve as 'agents of change', disseminating information about the abortion law and MA to increase safe abortion utilization . While substantial efforts have been made to expand abortion services in Nepal, the data from the NHFS suggest that more work needs to be done to ensure access to quality, safe abortion services. Without sufficient comprehensive abortion care service availability, safe abortion access will remain limited and Nepal's laudable legalization of abortion will not have the desired impact on women's reproductive health. Notes 1. The reference to 'CAC' was language used in the survey instrument. We acknowledge that CAC refers to a set of services surrounding the safe abortion, not just the procedure. However, the focus of this manuscript is on the abortion procedure itself, not the broader continuum of care.
2. 'PAC' was the terminology used in the survey instrument. Throughout the manuscript we use PAC to refer to treatment of incomplete abortion rather than the full continuum of care.
